Objectives: to study the relationships between global self-rated health, reported physical symptoms and depressive symptoms and the receipt of community services by very elderly people, and to examine changes in these variables over time. Design: three-wave study with follow-up at 2.4 and 6 years after first interview. Structured interview, incorporating cognitive examination (Mini-Mental State Examination) and enquiring specifically about overall self-rated health, physical symptoms and depressive symptoms. Setting: community setting in city of Cambridge, UK. Participants: 2609 were initially recruited: all patients aged 75 years and over from lists of six general practices (and one in three from a seventh practice). At 2.4 years, 1173 individuals re-examined and at 6 years 628 individuals. Measurements: general health self-rated in comparison to others of similar age and individual physical and depressive symptoms self-rated as present or absent. Symptoms were added to produce physical health and depressive symptom scores. Data presented from cross-sectional analysis of 6-year sample; also examined longitudinal data from all three waves of study for ageing and cohort effects. Finally the effect of health variables on the receipt of services was examined. Statistics used included \ 2 and non-parametric statistics for continuous data, also odds ratios for likelihood of receiving services. Results: at 6 years, 70% rated their overall health as good or very good. Overall self-rated health showed both ageing and cohort effects, improving with increasing age and especially with more recent cohort. Reported physical symptoms increased with ageing. Depression scores also increased with ageing but the relationship between depressive symptoms and ageing was less clear-cut. Receipt of services was associated with poor self-rated health and reported physical symptoms as well as with ageing. Higher depression scores at 2.4 years were associated with increased service receipt at 6 years, indicating a lag between the symptoms and the service response. Individuals in the more recent cohort were less likely to receive services, but those who did so received more frequent contact. Conclusions: although very elderly people have a high prevalence of reported physical symptoms, they often rate their overall health as good. There was a stronger relationship between ageing and physical symptoms than with depressive symptoms. Symptoms of both kinds influenced the likelihood of receiving services, although there was a lag between depressive symptoms and service response. Cohort effects on service receipt may reflect changes in public service policy.
Introduction
health of very elderly people is essential to anticipate the future needs for health and social care. EpiAs the population ages, by far the greatest increase is in demiological studies to date have concentrated on the number of very elderly people, aged 80 years or survival, physical health or dementia; but have seldom older. Accurate information on the physical and mental attempted to examine the relationships between physical health, mental health and the receipt of services by very elderly people or how these variables change over time [1, 2] . This report presents data from a community study of a large cohort of elderly people in Cambridge, UK (the Cambridge city cohort), followed up over 6 years. The report is one of several from the third wave of interviews, and other publications will examine changes in cognition, activities of daily living and social support. Here, we examine subjectively-rated physical and mental health, both cross-sectionally and longitudinally and the receipt of services and the relationships between health and service receipt.
Subjects and methods
The sample was originally recruited in 1985 and 1986 and comprised people aged 75 and over from the lists of seven general practices in the city of Cambridge. The initial study, the Hughes Hall Project for Later Life [3] , included 2609 participants. The second study, the Cambridge Project for Later life [4] , which took place 2.4 years later, re-examined 1173 individuals who were not demented at the time of the initial study, with particular emphasis on the incidence of new cases of dementia and on depressive symptoms. The third-wave project, named the Cognition, Activities and Services Study, aimed to study all those individuals who were seen in the first study and still surviving. For the purposes of this paper we refer to the three phases as TO, T2.4 and T6, to indicate the interval (in years) between them.
Ethical approval was obtained from the Cambridge research ethics committee.
Participants in T6 were identified after checking names of survivors with general practitioners and full consent was obtained from participants and/or their families. Those who had moved were traced and approached for interview. All those who were contacted and agreed to be interviewed were seen, i.e. there were no exclusion criteria. A total of 628 people were interviewed at their normal place of residence during 1992.
A structured screening interview was administered by four trained lay interviewers. The interview was similar to that used for the T2.4 study, with additional items relating to physical health, social contacts and contact with medical and social services. The interview also included the items of the Mini-Mental State Examination (MMSE) [5] , enabling MMSE scores to be calculated. In all cases, interviewers were instructed to administer the cognitive examination. Proxies were interviewed for the non-cognitive data where cognitive performance of the participant was so impaired that information was likely to be missing or inaccurate.
The key variables examined were: 1. Global self-rated health: participants were asked to rate their general health compared with others of the same age. 2. Reported physical symptoms: physical health was further examined by questions about a list of nine common symptoms (poor vision, poor hearing, arthritis, back pain, chest pain, shortness of breath, limb weakness, unsteadiness on feet, tendency to fall). These were rated as to whether in the last month they had caused interference with day-to-day activities, were present but not interfering or were not a problem at all. A physical health score (PHS; range 0-9) was derived by adding together the items and used as a variable for other parts of the data analysis. 3. Depressive symptoms: these were rated by means of depression symptom items derived from CAMDEX [6] as previously used in the T2.4 interview schedule. A depression symptom score (DSS) was derived by adding together the 10 items [7] (see Appendix) , with a range of scores from 0 to 11. 4. Contact with services: service contacts in the week before interview were recorded, including home help, meals on wheels, community nursing, day centre and day hospital. Data from the T6 interviews were analysed crosssectionally and also combined with data from TO and T2.4 to examine changes over time. Where the ages of participants were used as a variable, the sample was split into three age groups: 80-84, 85-89 and 90+. Ageing effects (following the same individuals over time) were examined by analysing data at all three time points. For some variables, slight differences between the interview schedules used for TO, T2.4 and T6 meant that comparisons could only be made for two of the three waves of the study. Thus, individual physical and depressive symptoms could only be compared between T2.4 and T6, and numbers of service contacts could only be compared between TO andT6.
Cohort effects (comparing individuals of similar age at different time points) were investigated by comparing different individuals, aged 81-86 years old, at TO andT6.
Missing questions were not assigned any further values, except for the cognitive examination where 0 was assumed if an item was not answered by the participant. Percentages are given as 'valid percentages', i.e. omitting missing values.
Results
Of the 628 individuals in the T6 sample, 611 had been interviewed at both TO and T2.4, but 17 were omitted from T2.4, the commonest reason being that they had dementia at TO. Of the T2.4 sample (n = 1173), 562
were not studied again at T6. This figure included 389 people who had died and 135 who declined to participate again or who were too ill, together with others who had moved away or were lost to follow-up. Among those who did not participate again, 29% had MMSE scores at T2.4 of £21, so were probably too severely demented for re-interview.
The refusal rate at T6 was 108 out of 758 people approached (14.3%), compared with 7.6% at TO [3] and 12.9%atT2.4 [4] .
T6 interview: cross-sectional data
Demographic data are summarized in Table 1 .
Global self-rated health
Overall, comparing themselves with others of the same age, 181 individuals (32%) reported very good health, 258 (46%) reported good health, 107 (19%) rated their health as fair and 21 (4%) as poor or very poor. One hundred and fourteen women (30%) rated their health as very good, compared with 67 men (34%), but this difference was not significant. Older people were significantly more likely to report very good health relative to their contemporaries (for very good health versus other categories, x 2 = 7.9, 2 cLf,, P = 0.019). hi the age group 80-84, 78 people (27%) reported very good health compared with 22 (39%) of those aged 90+; none of the latter group rated their health as poor or very poor.
For 61 people (97% of the total T6 sample), this item was missing. The two commonest causes of missing data were that subjects did not know anyone of the same age to compare themselves with (n = 39) or were too demented to respond (n = 19).
Reported physical symptoms
As mentioned above, physical symptoms were scored in three categories (interfering with daily activities, present but not interfering or not a problem). For the purposes of analysis, we combined the latter two categories thus creating a dichotomy (active problem or not). Individual health problems are summarized in Table 2 and analysed by age group and sex. Locomotor problems,, including arthritis, limb weakness and unsteadiness, caused the most disruption to everyday activities. Some symptoms were significantly more likely to be disabling in older individuals, including poor vision, poor hearing, unsteadiness and tendency to fall. Arthritis, back pain and limb weakness were significantly more common in women. Chest pain was relatively more common in men, but this difference was not statistically significant. Ten percent of the sample had no physical symptoms at all.
When ratings for individual symptoms were added to create a PHS, the mean PHS was 3-2 (median = 3, *Data missing for 13 subjects (2%). b Data missing for one subject c Data missing for nine subjects (1%).
•"Data missing for two subjects.
interquartile range = 2-5). PHS increased significantly with increasing age (Kruskal-Wallis H = 9.8, P < 0.01) and was significantly higher in women (MannWhitney U = 31 808, P < 0.001). PHS also tended to be higher in those who had had manual occupations (Mann-Whitney U = 39 409, Z = -1.86, P = 0.06), but was not significantly related to educational level. When asked about all the physical health problems listed and their effect on everyday life, 27% said that their symptoms had no effect on life at all, 26% that life was slightly affected, 18% that life was moderately affected and 20% that it was very much affected. For the 10% with no reported symptoms, this question was not relevant. 
Depressive symptoms
The interview schedule contained 10 items relating to depression. These were rated (usually 0 or 1, except mood which was rated 0, 1 or 2) and then added together to produce a depression symptom score ranging from 0 to 11 (see Appendix) .
A DSS could be calculated for 575 participants (187 men and 388 women). The mean DSS for the whole sample was 33 (median = 3.0, interquartile range = 1.0-50). There was no relationship between DSS and age, social class or education, but DSS was significantly higher in women than in men (mean value for women = 3.4, mean for men = 2.9; Mann-Whitney U= 31 094, Z= -2.80, P= 0.005).
The frequencies of individual depressive symptoms by age and sex are shown in Table 3 -In contrast to the findings with physical symptoms, there •were few significant differences in depressive symptoms with age group and sex. Women were more likely to report tension or decreased energy, and the 90+ age group were more likely to feel life was not worth living.
Service contacts
Information was obtained from 589 people. Of these, 110 (18.7%) were receiving home help, usually once or twice per week in = 66,11.7%), with 36 (6%) receiving home help on 5 days or more. Older people were significantly more likely to have home help (x 2 = 19-3, 2 df, P < 0.001), with 37% of those over 90 receiving such help.
Sixty-five people (11%) received meals on wheels, usually at least five times per week (n = 46, 8%). Again, this service was significantly more often received by older people (x 2 = 16.0, 2d.f.,P< 0.001). Fifty-three people (9%) had been visited by a community nurse within the last week, 40 receiving one visit, 10 receiving two visits and three receiving three visits. Once again, there were significantly more visits made to those over age 90 (x 2 = 8.8, 2 df, P < 0.02).
Twenty-five people (4%) had been to a day centre within the last week, the modal number of attendances being two (n = 10). Five people had attended a day hospital. No significant association between age and day care attendance was detected, possibly due to small numbers.
No significant association was found between sex and the receipt of any of the above services, even when age was controlled for.
Changes over time: longitudinal data
Where possible, results from T6 interviews were also examined in relation to data from TO and T2.4. Longitudinal data were analysed in two ways. First, by examining those who had been interviewed on all three occasions (n = 611), it was possible to investigate the effects of ageing in the survivors of a followed-up cohort. Second, we examined for cohort effects at two different time points by comparing individuals between the ages of 81 and 86 years at TO (n = 585) and T6 (n = 388), i.e. different individuals of the same age at different times. The first of these analyses thus examined changes over time in individuals; the second looked at differences between groups.
Effect of ageing in the followed-up cohort

Global self-rated bealtb
Results from the 6l 1 respondents seen at all three time points are shown in the upper half of Table 4 . At T6, 430 (78%) rated their health as 'good' or 'very good' relative to others of the same age, compared with 379 (67%) of the TO sample. This difference was statistically significant, as was the difference between TO and T2.4. Most of the difference appeared to be accounted for by participants changing their ratings from 'fair* to 'good' or 'very good' over time [in TO l6l (29%) were 'fair', compared with 105 (19%) in T6]. Self-ratings of 'poor' or 'very poor' health barely changed across the three interviews. Self-ratings of health were not significantly different between T2.4 and T6.
Thus, overall, the two later interviews recorded significantly better ratings of general health compared with the peer group than at the initial contact.
Reported physical symptoms
hi terms of causing problems, all nine symptoms studied became significantly more common from T2.4 to T6 (see Table 5 ). The largest proportional increases were in poor vision [from 41 (7%) to 113 (19%) cases] and tendency to fall [from 17 (3%) to 57 (10%) cases]. Unsteadiness, limb weakness, shortness of breath and poor hearing were also more than doubled.
Depressive symptoms
The mean DSS at T6 was 33, significantly higher than that at T2.4, which was 2.8 (Mann-Whitney U = 151 175, P < 0.001). However, examination of the individual symptoms revealed a more complex picture Table 4 . Self-ratings of overall health in the followed-up cohort (seen at all three time points*) and in those of the same age (81-86 years at the time of assessment) Valid % of respondents T. R. Dening et of. ( Table 6 ). Four symptoms (tension, loss of interest, pessimism about the future and poor sleep) were significantly more common at T6. Persistent sad mood, irritability, difficulty with decisions and being alone more increased, but these changes did not reach statistical significance. Feeling that life was not worth living did not change; and one symptom (decreased energy) was significantly less common at T6. There thus appeared to be an ageing effect for at least some of these symptoms, but as persistent sadness of mood did not increase significantly it may be asked whether the increase in symptoms was really due to depression or simply to the process of ageing.
Service contacts
The number of individuals using the various social and nursing services increased from TO to T2.4 and again to T6 for all the services studied (home help, meals on wheels, community nursing, day centre attendance and day hospital attendance; Table 7 ). For the first four of these the increase from TO to T6 was significant at least at the level of P < 0.01, but for day hospital attendance the numbers involved were too small to reach statistical significance.
Cohort effects in individuals of similar age
Globed self-rated health Self-ratings of overall health are summarized in the lower half of Table 4 . The differences between TO and T6 were highly significant, with the proportion rating their health as good or very good rising from 56% to 77%. Unfortunately, differences between the interview schedules and symptom ratings at TO and T6 meant that cohort effects for physical symptoms and depressive symptoms could not be examined.
Service contacts
Comparisons between services provided at TO and T6 are summarized in Table 8 . Home help, meals on wheels and community nurse visits were less often received at T6 than at TO. The proportion of people receiving community nurse visits at T6 was less than half that at TO. There was little change in day centre or day hospital attendance. The numbers of service contacts per week were only recorded for TO and T6. There was some evidence that those people who did receive services were receiving them more frequently at T6 than at TO. For home help, the proportion receiving assistance five or more times per week rose from 16/149 (11%) at TO to 14/55 (26%) at T6 (x 2 = 6.9, 1 d.f, P = 0.008). At TO, no participant attended a day centre more frequently than once per week, but at T6, 10 out of the 14 individuals (71%) who attended day centres did so at least twice per week (x 2 = 23.3, 1 d.f, P < 0.0001). For meals on wheels there was a small, non-significant increase in the frequency of meals received per week, but even at TO, 62% of recipients were having meals on wheels at least five times per week, so there may have been a ceiling effect. Community nurse contacts were difficult to compare, as they were counted over the last month for TO and the last week for T6: the proportion receiving two or more visits per week seemed to increase at T6 but it was not possible to be certain of this.
In summary, therefore, people over the age of 81 were less likely to be receiving services at T6 (in 1992) than at TO (in 1985-6), but those who were receiving social services at T6 tended to have more frequent contacts.
Relationships between health and service contacts
Poor self-rated health was associated with increased service usage. People who rated their general health as poor or very poor compared with others of the same age were more likely to receive home help [odds ratio (OR) 2.8, 95% confidence interval (CI) = 1.8-4.6, P < 0.0001], meals on wheels (OR = 2.5, CI = 1.4-4.5, P = 0.001), community nurse visits (OR = 2.8, CI = 1.5-5.1, P = 0.001) and day centre attendance (OR = 2.9, CI = 1.2-6.7, P = 0.011). For 606 people at T6 for whom a PHS could be calculated, those receiving home help, meals on wheels, community nurse visits, day centre and day hospital care had significantly higher PHS than those who did not receive services. This was also the case at TO and T2.4, but with day hospital attendance reaching significance at somewhat lower levels of probability owing to small numbers. ORs for receiving services given the presence of individual reported physical symptoms are shown in Table 9 . For the T6 sample, those with chest pain, shortness of breath, limb weakness and tendency to fall were significantly more likely to be attending a day hospital. Those with poor vision, arthritis, limb weakness, unsteadiness, tendency to fall and other symptoms were more likely to receive home help and, apart from poor vision, these symptoms also increased the likelihood of community nurse visits. Poor hearing and back pain were not associated with significantly increased odds of receiving any of the services. Table 9 also indicates which symptoms were significantly associated with increased likelihood of receiving services in the T2.4 study. In general, the pattern appeared similar to that for the 16 sample, but (presumably due to the larger numbers at T2.4) more comparisons reached statistical significance.
There were no significant differences in DSS at T6 between those individuals who received services and those who did not. People attending day hospital did have higher DSS, but the numbers were too small for this to reach statistical significance. Interestingly, DSS at T2.4 was associated with service receipt at T6: People receiving home help and those attending day centres at T2.4 had higher DSS than those who did not (P = 0.001 and P = 0.008 respectively). This suggests that there is a lag between the existence of depression, its recognition and service response.
ORs for receiving services in the presence of individual depressive symptoms are shown in Table  10 . Only two symptoms were associated with significantly increased receipt of home help and only one with increased provision of meals on wheels. The ORs for day hospital attendance were high for several symptoms (including low mood, loss of interest and pessimism about the future), but these results did not reach significance because of the small numbers of day hospital attendees. By contrast, at T2.4, more symptoms were significantly associated with increased odds of receiving services, e.g. depressed mood with receipt of all types of services.
Discussion
Changes in population samples may be studied by means of cross-sectional, longitudinal or cohort approaches. Most studies of elderly people have been cross-sectional, although longitudinal studies are also appearing [2, 8] . The sample studied in this paper is notable because of its size, the advanced age of the participants and the length of follow-up, -which enables examination of longitudinal ageing and cohort effects, as well as cross-sectional data. The initial TO sample •was a representative one, consisting of all those aged over 75 years from the lists of six general practices and a random selection from a seventh, covering a wide area of Cambridge city. The T6 study attempted to interview as many surviving people from this sample as Table 9 . Relationship of service usage to physical symptoms-odds ratios of receiving services given the presence of individual symptoms in the T6 sample" (n = 628)
Odds ratio (and i^5) of receiving service possible, hi general there is relatively little migration among such elderly people, so the sample available for re-interview should have remained fairly representative of the over-81-year-old population.
The longer the initial sample is followed up, the more deaths occur so that those available for re-interview are more obviously a population of survivors. This will tend for all measures to introduce a bias in the direction of good health, particularly if there is evidence that non-responders have a higher level of symptoms, hi particular, those who did not participate in the later interviews at T2.4 and T6 probably included many individuals with dementia and/or physical illness, so that information about the service usage of the more disabled will tend to have been lost. On the other hand, the study was mainly interested in the usage of community services and many people with severe disability would have moved into institutional care. Interpretation of the results must take these considerations into account.
There are some further limitations arising from the interview schedule and its administration. For various reasons, the first two waves (TO and T2.4) did not use identical schedules and it was also necessary to make certain amendments for the T6 study, given the particular interests of the study. Every attempt was made to be as consistent as possible with the wording of each item, but nonetheless there were differences which in some instances precluded certain comparisons, e.g. a physical health score could not be calculated from the TO items. Another problem was that limited resources prevented the use of more objective ratings (except for cognitive testing). Thus, the physical and mental health symptoms reported above are subjectively rated, hi theory, such self-rated symptoms might contaminate each other, with low mood being particularly likely to increase all other reported symptoms. However, this does not seem to have been the case: although depression scores did increase with age in the followed-up group, overall ratings of general health improved -when examined both for ageing and cohort effects.
The validity of self-reported information on global health and symptoms has been recently discussed [9, 10] . However, whether or not such data accurately reflect the presence or absence of disease, selfreported health has been shown to be an important predictor of mortality [11, 12] . Around 70% of the T6 sample rated their overall health as good or very good compared with others of the same age, a figure comparable to that found in the 1991 UK General Household Survey [13] . This may suggest a bias towards optimism or stoicism in these surviving elderly people and is perhaps a tribute to their resilience. There was a strong cohort effect on overall self-rated health, with the later cohort reporting better health.
hi addition, the T6 sample had quite high levels of reported physical symptoms (Table 2) , although even among those aged 90+ no individual symptom was reported by even half the T6 sample. Again, these data are comparable to other studies, such as the UK Health and Lifestyle Survey [14] . For individual physical symptoms, there was a clear ageing effect, with all symptoms increasing in frequency, although when examined cross-sectionally at T6, only certain symptoms were significantly commoner in the older age groups. We were unable to examine for cohort effects upon individual physical symptoms.
It was somewhat surprising to see a significant increase in the DSS with ageing. The reasons for this are unclear, particularly as the cardinal symptom of low mood did not show a significant increase. It may be that the increase in DSS reflects not increasing depression, but some other change, perhaps physical ill-health or simply the process of ageing. The items which contributed to the increase in DSS were tension, decreased energy, pessimism about the future and poor sleep. These symptoms might also be worsened by the presence of anxiety rather than depression as such. Anxiety disorders in elderly people have often been neglected [15] and this possibility would be worthy of further investigation.
Social services such as home help or meals on wheels were fairly commonly received by these elderly people, with day centre and day hospital attendance being much less common. Older people received more services, both when compared cross-sectionally and longitudinally, but there were significant cohort effects, with a smaller proportion of people at T6 receiving relatively more frequent service contacts. There are several possible explanations for this. First, perhaps a higher proportion of the T6 sample was in institutional care so not requiring community services, hi fact 6% of the TO sample were in institutional care compared •with 9% at T6, which could account for the observed pattern of change. Secondly, the T6 sample may reflect increasing functional independence over time, a possibility supported by our data on activities of daily living, to be reported elsewhere. Thirdly, there may have been decreased availability of services either due to increased demand or public spending cuts. A fourth possibility is that services may have become increasingly targeted at those with most dependency, an explanation consistent with the aims of statutory services. New community care legislation was introduced in the UK in 1993 and so would not have directly affected the period being studied, though new arrangements in social care were being considered at this time.
Having certain reported physical symptoms, particularly limb weakness, unsteadiness and tendency to fall, was associated with a higher chance of service usage. However, when comparing T2.4 and T6 data, more individual symptoms increased the odds of receiving services at T2.4 (see Table 9 )-This may be due to the smaller size of the T6 sample. Alternatively, as the sample becomes older and physical symptoms become more prevalent, they may lose some of their predictive power in determining who receives certain services. It is perhaps encouraging that more potentially life-threatening symptoms like chest pain and shortness of breath were associated with day hospital usage.
At T6, few depressive symptoms were significantly associated with increased service receipt, whereas at T2.4 more significant associations were found, most notably with depressed mood and the feeling that life was not worth living. Again, this difference may partly have been due to smaller numbers at T6, but why depressive symptoms had less powerful effects on service receipt in the later sample is not clear. As we have not measured the severity of physical and depressive symptoms, it is not possible to ascertain whether physical symptoms were more likely to influence service receipt than were mental symptoms, although this has been suggested [16] .
hi conclusion, this large community-based study of elderly people has examined their levels of subjectively-rated physical and mental health symptoms and the levels of formal services received by them. Crosssectionally, 70% rated their health as good or very good compared with others, with this proportion increasing in those aged 90 or more. Physical symptoms were commoner in the older participants, but 10% did not report any such symptoms. Depression scores were higher in women. Older people received more formal services. Longitudinal data showed significant increases in all physical symptoms with ageing, though overall ratings of subjective health improved with ageing. There was an ageing effect upon DSS, though not all depressive symptoms did become more frequent with increased age. Ageing was associated with increased receipt of services. There was a marked cohort effect in the direction of improved self-rated health in the later cohort. Individuals in the more recent cohort were less likely to receive services, but those who did received services more frequently. Poor overall health and poor physical health were associated with increased receipt of services. The relationship between depressive symptoms and services was less strong, but service receipt at T6 was more strongly predicted by DSS at T2.4 than at T6.
We conclude that, although very elderly people have a high prevalence of physical symptoms, they often rate their overall health as good. There is a stronger relationship between ageing and physical symptoms than with depressive symptoms. Symptoms of both kinds influence the likelihood of receiving services, but there seems to be a lag between depressive symptoms and service response. Cohort effects in service receipt may reflect changes in public service policy.
Key messages
• This paper reports data from a community study of people aged 75 and over, followed up over a period of 6 years, examining in particular self-rated health, reported physical and depressive symptoms and the receipt of community services.
• Initially 2609 people were recruited, 1173 were reexamined at 2.4 years and 628 after 6 years, allowing analysis of both ageing and cohort effects.
• Although reported physical symptoms increased with increasing age, global self-reported health improved with age.
• Poor self-rated health and increased physical symptoms were associated with increased receipt of community services, but there was a time lag between higher depression scores and increased services.
• Cohort effects were observed with service receipt which may reflect changes in public service policy.
